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Abstract
With over 3 billion people dependent on traditional cooking and heating technologies, efforts to 
address the health burden of exposure to household air pollution (HAP), as well as other 
sociodemographic impacts associated with energy poverty, are central to sustainable development 
objectives. Yet despite overwhelming scientific consensus on the health burden of HAP exposure, 
particularly harms to impoverished women and children in developing countries, advocates 
currently lack a human rights framework to mitigate HAP exposure through improved access to 
cleaner household energy systems. This article examines the role of human rights in framing state 
obligations to mitigate HAP exposure, supporting environmental health for the most vulnerable 
through intersectional obligations across the human right to health, the collective right to 
development, and women’s and children’s rights. Drawing from human rights advocacy employed 
in confronting the public health harms of tobacco, we argue that rights-based civil society 
advocacy can structure the multi-sectoral policies necessary to address the impacts of HAP 
exposure and energy poverty, facilitating accountability for human rights implementation through 
international treaty bodies, national judicial challenges and local political advocacy. We conclude 
that there is a pressing need to build civil society capacity for a rights-based approach to cleaner 
household energy policy as a means to alleviate the environmental health effects of energy poverty.
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1 INTRODUCTION
While household energy has historically been the purview of the energy and natural resource 
management communities, the 2016 release of the World Health Organization’s (WHO’s) 
report, Burning Opportunity: Clean Household Energy for Health, Sustainable Development, 
and Wellbeing of Women and Children,1 provides an opportunity to assess the potential for 
public health policy to mitigate the health risks associated with exposure to household air 
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pollution (HAP). Despite overwhelming scientific consensus on the health burden of 
exposure to HAP, advocates currently lack a normative framework through which to 
conceptualize the need for, and content of, a policy response to realize cleaner household 
energy. This article examines the role of human rights in framing state obligations to 
mitigate HAP exposure. Drawing from WHO’s attention to environmental health, the article 
begins by outlining the public health implications of exposure to HAP, with a focus on 
health impacts for vulnerable populations. Viewing such impacts as human rights violations, 
we then describe the evolution of human rights to environmental health, conceptualizing a 
rights-based response to energy poverty at the intersection of health rights, development 
rights, and women’s and children’s rights. Drawing on human rights claims analogous to 
those employed in addressing the health harms of tobacco, this article looks to rights-based 
civil society advocacy as a basis for bottom-up institutional change to mitigate HAP through 
international treaty bodies, national judicial challenges, and local political advocacy. We 
conclude that there is a pressing need to build civil society awareness and capacity for a 
rights-based approach to HAP, transforming WHO’s scientific consensus into meaningful 
policy reform for cleaner household energy.
2 ENERGY POVERTY AS A DETERMINANT OF PUBLIC HEALTH
Over 3.1 billion people depend on polluting fuels (eg, dung, crop residues, reeds, fuelwood, 
charcoal and kerosene) and traditional technologies for cooking and heating,2 exposing 
millions of households to dangerously high levels of HAP. The health implications of HAP 
are borne almost entirely by the developing world.3 Affecting primarily women and 
children, energy poverty (lack of access to electricity and dependence on biomass cooking 
fuels)4 accounts each year for nearly 3.8 million premature deaths and 81.1 million 
disability-adjusted life years.5
Exposure to HAP is associated with acute lower respiratory infection,6 asthma,7 bronchitis,8 
cataracts,9 chronic obstructive pulmonary disease (COPD),10 low birth weight, emphysema,
11 lung function decrement,12 tuberculosis13 and cancer.14 While the relative importance of 
each pollutant in HAP (eg, carbon monoxide (CO), particulate matter (PM), polycyclic 
aromatic hydrocarbons (PAH) and others) is not well understood (and rigorous 
epidemiological studies are needed to better understand the role of polluting fuel reliance on 
health),15 it is thought that the health effects from exposure to household air pollution are 
similar to the multifaceted health effects from tobacco smoke,16 making the overall causal 
benefits of mitigating HAP of clear and enormous public health significance.
HAP exposure most significantly affects women and children of lower socioeconomic status 
(SES) in developing countries.17 Where there is limited access to improved cooking fuels 
and technologies but expansive forest and woodland resources, polluting fuels are often the 
sole means of cooking food, accounting for cooking in 80 per cent of rural households in 
low- and middle-income countries.18 In many of these countries, the combination of high 
population growth rates, declining biomass stocks, and poor technology diffusion suggests 
that the absolute number of people living in energy poverty will grow in coming decades. 
This is particularly true in sub-Saharan Africa and the lowest income countries of Southeast 
Asia.19 Within these impoverished households, more than 60 per cent of premature deaths 
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from HAP occur among women and children.20 Owing to traditional family responsibilities 
for cooking, the burden of disease from HAP is over 50 per cent higher among women.21 
Young children, often cared for by the household member responsible for cooking, also face 
daily exposure to HAP, putting them at increased risk of disease and death.22 The biological 
vulnerability of developing foetuses, infants and young children to HAP pollutants can have 
long-term adverse health effects, including reduced lung function, the onset of asthma and 
neurodevelopmental disorders.23
Central to sustainable development objectives, energy poverty has implications for climate 
change, environmental degradation and individual well-being. Black carbon (‘soot’) from 
burning polluting fuels is the second largest contributor to anthropogenic climate change 
after carbon dioxide.24 Reliance on wood fuels leads to deforestation and forest degradation, 
resulting in additional net emissions of greenhouse gases.25 Beyond the burden of disease, 
energy poverty has a pronounced effect on individual well-being through its implications for 
time allocation, household expenditure and productivity limitation. With fuel collection 
responsibilities falling largely on women and girls, lost educational or work opportunities 
exacerbate development inequities.26 Fuel collection also disproportionately exposes women 
and children to multiple forms of vulnerability, increasing chances of assault, insect and 
snake bites and musculoskeletal injuries from carrying large loads of firewood on their heads 
and backs for vast distances.27
Given these widespread harms, alleviating energy poverty has emerged as a principal 
component of the Sustainable Development Goals (SDGs),28 underpinning, explicitly and 
implicitly, a wide range of development goals. SDG 7 – Affordable and Clean Energy 
focuses explicitly on lifting people out of energy poverty, and, consequently, clean cooking 
options are viewed as central to ensuring sustainable energy access. Ten other SDGs have 
clear links to energy poverty, implicitly mainstreaming HAP mitigation across SDG targets 
for: SDG 1 – No Poverty: Clean cooking is vital to a healthy and productive life, and clean 
and efficient energy sources reduce health burdens and medical expenditures and generate 
time and financial savings, allowing households to invest in income-generating activities. 
SDG 2 – Zero Hunger: Air pollution can cause crop damage and affect food quality and 
security. Fuel-saving cooking technologies reduce the burden of fuel collection and/or 
purchase, freeing time for crop production and expenditures for food. SDG 3 – Good Health 
and Well-being: Clean cooking technologies that reduce harmful emissions such as PM2.5 
and CO vastly reduce the burden of disease from HAP and improve household well-being, 
particularly for women and children. SDG 4 – Quality Education: Children, especially girls, 
are often not enrolled in school in order to contribute to household responsibilities, such as 
cooking and collecting fuel; reducing the burden of fuel collection and cooking time can 
free-up time for girls to go to school. SDG 5 – Gender Equality: Women and girls often 
perform the unpaid work of collecting fuel and cooking. As noted above, this has deleterious 
implications for educational and economic attainment and significantly reduces the time and 
energy available for anything but the precarious manual labour so central to the unequally 
distributed costs of energy poverty. The disproportionate impacts of these costs on women 
and girls are thus closely linked to their inequality with men in a wider range of educational, 
economic, political and health-related outcomes. SDG 8 – Decent Work and Economic 
Growth: Access to clean energy enables better productivity and inclusive economic growth 
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for households. The impact of energy poverty on economic opportunity is closely related, of 
course, to the various impacts already noted with regard to other SDGs. SDG 11 – 
Sustainable Cities and Communities: Improved household energy access and use contributes 
to the mitigation of major environmental problems of household and ambient air pollution, 
resource inefficiencies and climate change. The cumulative impacts of energy poverty in 
urban households can be expected to have a multiplier effect, directly affecting public health 
and sustainability outcomes. SDG 12 – Ensure Sustainable Consumption and Production 
Patterns: Chemicals released into the air from inefficient combustion processes contribute to 
both climate and health burdens associated with dirty fuels. Fostering sustainable 
consumption and production patterns can contribute to sustainable growth. SDG 13 – 
Climate Action: Burning polluting fuels in inefficient cookstoves contributes substantially to 
black carbon emissions – with significant implications, as noted above, for climate change 
emissions reduction targets. SDG 15 – Life on Land: Wood fuel harvesting is often 
unsustainable, and contributes to forest degradation, deforestation and climate change. 
Emissions from the combustion of inefficient fuels mixed with precipitation can cause acid 
rain, which has negative effects on crops and forests.29
Growing global awareness of the negative health, climate, environment and welfare impacts 
of HAP has led global governance partners – including WHO, donor states and the Global 
Alliance for Clean Cookstoves (GACC) – to target efforts to supply clean energy systems for 
all.30 Some of the strategies employed to achieve the global target for adoption of clean 
cooking and heating technologies in 100 million households by 2020 include: intensifying 
demand (for example, by motivating the cookstove customer and financing the purchase of 
clean cooking options); strengthening supply (as seen in establishing an inclusive value 
chain for the clean cooking sector); and creating an enabling environment (including through 
the promotion of international standards and exhaustive testing protocols).31 The 
standardized household energy, health and air quality indicators advanced by WHO in 
Burning Opportunity have the potential to guide national HAP-related policy reform, allow 
cross-country comparisons and facilitate international accountability.32 Following from 
Burning Opportunity, WHO’s ‘Clean Household Energy Solutions Toolkit’ (CHEST) aims 
to provide decision-makers with the necessary guidance to develop strategies, programmes 
and policies that support the adoption of affordable and clean energy, including through the 
development of needs assessments; tools to identify interventions; standards, testing and 
regulations; and monitoring and evaluation.33 These global efforts provide a framework for 
action; however, national stakeholders have only nascent capacity to develop policies 
responsive to the complex and multi-sectoral problem of energy poverty.34 Without swift 
policy intervention, it is likely that energy poverty will persist for decades to come.35 We 
argue that human rights can play a valuable role in these policy debates to realize clean 
household energy, framing the development and implementation of policies to alleviate the 
determinants of energy poverty and mitigate the health effects of HAP.
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3 HUMAN RIGHTS OBLIGATIONS TO PROVIDE PROTECTION FROM 
HOUSEHOLD AIR POLLUTION
Human rights law offers universal frameworks for the advancement of justice in 
environmental health, codifying international standards to frame government obligations and 
guide government policies.36 Grounded in the right to health and rights to various 
underlying determinants of health, a rights-based approach to HAP provides a means by 
which to operationalize international legal norms through advancements in public policy.37 
Extending the policy debate from political aspiration to legal accountability, this ‘rights-
based approach to health’ empowers individuals to seek redress for rights violations rather 
than remain passive recipients of government benevolence.38
Much like the rights-based response to the public health harms of tobacco, where the plight 
of those impacted by cigarette smoke came to be seen as a social injustice and human rights 
violation,39 the health burden of HAP falls most heavily on the most vulnerable, who cannot 
readily change individual behaviours without policy support.40 Yet, as advocates lamented in 
the early days of the global tobacco struggle, ‘[d]efining tobacco as a justice issue can be 
contentious because many people still believe that tobacco use is solely an individual 
behaviour choice and tobacco illness a lifestyle disease’.41 It was only after decades of failed 
anti-tobacco campaigns that public health scholars came to recognize that the ‘choice’ to use 
tobacco is heavily constrained by structural context.42 Energy poverty implicates similar 
human rights constraints in avoiding the debilitating health effects of HAP. While energy 
‘choices’ do not carry the addictive nicotine dependence of tobacco, ‘choice’ surrounding 
cooking and heating is no less illusory given (1) the dependency of vulnerable populations 
on polluting fuels, (2) the absence of alternatives to traditional technologies, and (3) the lack 
of awareness of HAP’s risks.43
Without recognition of the structural determinants of individual energy choices, HAP has 
become an invisible pandemic, afflicting millions of vulnerable women and children but 
hidden behind a cloud of smoke within the home and thus ‘unseen’ by policymakers. 
Conceptualizing HAP as a human rights violation is a powerful way of addressing energy 
poverty as a social justice issue and engaging policymakers in realizing clean household 
energy. We examine the evolution of international human rights to alleviate environmental 
health harms, analysing a rights-based response to HAP based upon health rights, 
development rights, and women’s and children’s rights.
3.1 The evolution of human rights for environmental health
As a basis for building a just world order out of the ashes of World War II, policymakers 
have looked to the United Nations (UN) human rights system to develop and implement 
human rights for environmental health.44 Governments initially worked through the UN 
General Assembly to elaborate human rights under international law, proclaiming on 10 
December 1948 the Universal Declaration of Human Rights (UDHR) to create ‘a common 
standard of achievement for all peoples and all nations’.45 Seeking to prevent deprivations 
like those that had occurred in the West during the Great Depression and the Second World 
War,46 the UDHR proclaimed a right to ‘a standard of living adequate for … health and 
Meier et al. Page 5













well-being’, adding that ‘[m]otherhood and childhood are entitled to special care and 
assistance’ in the realization of this right.47 Building on this non-binding Declaration, states 
negotiated in the ensuing years to develop specific legal obligations under two separate 
human rights covenants, enacting in 1966 the International Covenant on Civil and Political 
Rights (ICCPR)48 and the International Covenant on Economic, Social and Cultural Rights 
(ICESCR).49 These three documents – the UDHR, ICCPR and ICESCR, referred to 
collectively as the ‘International Bill of Human Rights’ – formed the normative foundation 
from which human rights for environmental health would evolve under international law.50
Addressing threats to public health as ‘rights violations’, human rights have expanded 
dramatically over the past seventy years to offer a framework for justice in environmental 
health.51 With a right to health declared for the first time in the 1948 WHO Constitution,52 
states sought to advance public health discourses in human rights law, framing a human right 
to health in the 1966 ICESCR that would encompass both a right to health care and rights to 
underlying determinants of health.53 The ICESCR provides for ‘the right of everyone to the 
enjoyment of the highest attainable standard of physical and mental health’, specifically 
including government obligations to take all steps ‘necessary for the improvement of all 
aspects of environmental and industrial hygiene’.54
The human right to health continued to develop in subsequent international instruments, 
providing a more detailed normative framework for justice in environmental health. As 
public health policymakers came to understand the importance of environmental conditions 
to all aspects of life, the link between human health and a right to a healthy environment was 
recognized explicitly for the first time in the 1972 Declaration of the UN Conference on the 
Human Environment (Stockholm Declaration), which concluded that ‘both aspects of man’s 
environment, the natural and the man-made, are essential to his well-being and to the 
enjoyment of basic human rights – even the right to life itself’.55 With institutions of global 
health governance shifting from an encompassing right to a healthy environment (as a basis 
for all human rights) to a limited right to environmental health (as a component of the right 
to health),56 WHO’s Declaration of Alma-Ata reaffirmed a rights-based emphasis on 
underlying environmental determinants of health: ‘health – which is a state of complete 
physical, mental and social well-being, and not merely the absence of disease or infirmity – 
is a fundamental human right [that] requires the action of many other social and economic 
sectors in addition to the health sector’.57 WHO thereby articulated rights-based obligations 
for public health, outlining a multi-sectoral programmatic vision for implementing human 
rights to environmental health as part of primary health care efforts, with a specific focus on 
‘education concerning prevailing health problems and the methods of preventing and 
controlling them’ and on the ‘prevention and control of locally endemic diseases’.58
These human rights standards for environmental health endured in international law, 
reconceptualized through a rights-based approach to the underlying determinants of 
women’s and children’s health. The 1979 UN Convention on the Elimination of All Forms 
of Discrimination Against Women (CEDAW) articulated specific obligations towards rural 
women in relation to development, health services and adequate living conditions.59 As 
WHO began to develop its first air quality guidelines, environmental health obligations 
advanced further under human rights law through the 1989 UN Convention on the Rights of 
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the Child (CRC), formalizing responsibilities for the child’s right to health and requiring that 
governments ‘take appropriate measures to combat disease and malnutrition through the 
provision of adequate nutritious foods and clean drinking water, taking into consideration 
the dangers and risks of environmental pollution’ (emphasis added).60
Recognizing the interconnected human rights that influence public health, linking the right 
to environmental health with the right to a healthy environment, the UN Committee on 
Economic, Social and Cultural Rights (CESCR) issued a General Comment in 2000 to 
provide an authoritative interpretation of the human right to health.61 To reflect a modern 
understanding of determinants of health, General Comment 14 states that:
The right to health embraces a wide range of socio-economic factors that promote 
conditions in which people can lead a healthy life, and extends to the underlying 
determinants of health, such as food and nutrition, housing, access to safe and 
potable water and adequate sanitation, safe and healthy working conditions, and a 
healthy environment. [emphasis added]62
The CESCR thereby found the right to health to be an expansive right, inclusive of 
underlying environmental determinants of health, with specific government obligations 
(drawn explicitly from the 1972 Stockholm Declaration) for ‘the prevention and reduction of 
the population’s exposure to … detrimental environmental conditions that directly or 
indirectly impact upon human health’ (emphasis added).63 With the right to health evolving 
through the UN human rights system to reflect modern public health understandings,64 the 
right to health now ‘extends across a wide, diverse, and at times highly complex range of 
issues’65 and provides a basis alongside other rights for mitigating environmental health 
threats.
3.2 A rights-based approach to mitigating household air pollution
Human rights to environmental health can alleviate the public health impacts of energy 
poverty and frame a rights-based approach to mitigating HAP. Beyond the health of 
ecosystems, environmental rights can be seen to apply to public health harms arising from 
both the natural and the built environment.66 With the harms of HAP falling most heavily on 
impoverished and vulnerable populations, it is possible to examine these environmental 
health effects at the intersection of the right to health, the right to development, and 
women’s and children’s rights.
Where the right to health includes safeguards against health threats in the built environment, 
HAP can be seen as an issue of environmental health requiring a government response to 
protect individuals from activities harmful to a healthy environment. Elaborating upon the 
actions to be taken by states under international law, the CESCR has detailed public health 
obligations under the right to a healthy environment, linking the right to a healthy 
environment with the right to health67 and specifically assigning state responsibility for 
‘failure to discourage production, marketing and consumption of tobacco, narcotics and 
other harmful substances’ (emphasis added).68 In protecting individuals from substances 
harmful to environmental health, normative thickening of this right can be observed at the 
regional level, where the right to a clean and healthy environment has been codified under 
the African Charter on Human and Peoples’ Rights,69 the Additional Protocol to the 
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American Convention on Human Rights in the Area of Economic, Social and Cultural 
Rights (Protocol of San Salvador)70 and the Arab Charter on Human Rights.71 From the 
regional to the national level, states almost universally recognize an obligation to protect 
their populations from harmful environmental health risks,72 with increasing numbers of 
states promulgating a right to a healthy environment within their national constitutions.73 As 
the right to a healthy environment has come to encompass the built environment – 
operationalised at the intersection of the right to health, the right to an adequate standard of 
living and the right to housing – the right to health becomes essential for responding to 
differential health risks due to structural inequities in living conditions.74
The human right to development correspondingly requires global action on HAP to ensure 
the underlying conditions for salubrious development. Conceptualized as a collective right, 
the 1986 UN General Assembly Declaration on the Right to Development holds that:
The right to development is an inalienable human right by virtue of which every 
human person and all peoples are entitled to participate in and contribute to and 
enjoy economic, social, cultural, and political development, in which all human 
rights and fundamental freedoms can be fully realized.75
With states recognizing that development is a ‘comprehensive economic, social, cultural and 
political process, which aims at the constant improvement of the well-being of the entire 
population and of all individuals’,76 the collective right to development has been repeatedly 
reaffirmed as a foundation for all human rights and fundamental freedoms, structuring the 
conditions that enable the public’s health.77 The UN has come to recognize the 
complementarity of the right to development and the right to health, focusing increasingly 
on ‘diseases of poverty’ among rural populations.78 Addressing the global economic 
conditions that shape energy poverty, the right to development has been employed as a basis 
to ameliorate underlying determinants of environmental health through development 
processes that bolster public health systems.79 While such collective rights remain contested 
in international relations and under international law, this focus on a right to development 
has proven central in framing development holistically under the SDGs,80 structuring rights-
based policy efforts to promote environmental health, alleviate energy poverty and realize 
clean household energy.81
Turning to the rights of women and children as a framework for clean household energy, 
human rights can promote substantive equality through a rights-based approach to 
environmental health,82 which can address the specific struggles for power affecting 
vulnerable populations in situations of energy poverty and strengthen the agency of those 
populations to change the conditions of their vulnerability to HAP.83 Since the health 
implications of HAP fall disproportionately on women and children, redressing such 
violations through frameworks for the rights of women and children can be a powerful 
normative basis for rectifying power imbalances.
Assessed through women’s rights, gender-based disempowerment can deny women the 
capability to control their home environments, and this loss of agency with regard to one’ s 
immediate environment can be detrimental to health, with diminished social status forcing 
women to remain hunched over traditional stoves in unventilated homes. CEDAW seeks to 
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eliminate such discriminatory effects (whether intended or unintended) in both the public 
and private spheres, examining inequitable threats to health within the home.84 Elaborating 
this obligation in the context of the right to health, the ICESCR has been interpreted as 
requiring a gender perspective in all health-related government action, recommending that:
States integrate a gender perspective in their health-related policies, planning, 
programmes and research in order to promote better health for both women and 
men. A gender-based approach recognizes that biological and socio-cultural factors 
play a significant role in influencing the health of men and women.85
Beyond the direct health effects of HAP, inequitable domestic responsibilities in collecting 
household fuel can come at the expense of a range of underlying social determinants of 
women’s health, including income-generation, education and care for family members.86
Where HAP is also a principal impediment to ‘the best interests of the child’, the CRC seeks 
to ‘ensure to the maximum extent possible the survival and development of the child’.87 The 
UN Committee on the Rights of the Child has clarified that the child’s right to health in the 
CRC includes protection from the ‘dangers and risks of environmental pollution’, requiring 
governments to address HAP through ‘[a]dequate housing that includes non-dangerous 
cooking facilities, a smoke-free environment, [and] appropriate ventilation …’.88 Taken up 
by the UN Special Rapporteur on the Right to Health, who found ‘indoor air pollution’ to be 
a principle risk factor for childhood disease, the UN human rights system has come to see 
the alleviation of energy poverty as fundamental to children’s environmental health rights.89
These connections across the human right to health, the collective right to development and 
the rights of women and children can be seen as a cluster of intersectional environmental 
health-related human rights. The nexus between these rights highlights the multiple, 
overlapping ways in which HAP can be seen as a violation of human rights under 
international law and a basis for rights-based claims against the state. As with the health 
harms of tobacco, the state bears human rights obligations under international law to protect 
its peoples from the health harms of HAP, even if the state is not directly responsible for the 
conditions of energy poverty.90 Given that these obligations are largely unmet, despite a 
clear imperative to transition vulnerable populations to clean household energy systems, 
there is a need for civil society advocacy to facilitate accountability for the progressive 
realization of human rights to environmental health through national HAP policy.91
4 RIGHTS-BASED ADVOCACY TO REFORM PUBLIC POLICY
Human rights can frame advocacy to press governments to meet rights-based obligations for 
environmental health. Galvanizing institutional change through civil society activisms, 
human rights can play a central accountability role in mitigating the health burden of HAP.92 
International human rights law identifies individual rights-holders and their entitlements and 
corresponding government duty-bearers and their obligations, with states required to 
implement international obligations through national policy.93 In reforming public policy, 
human rights can empower advocates with moral, legal and political authority, backed by 
international standards, to influence a state’s internal politics for the implementation of 
rights.94 Complementing formal avenues of international legal accountability through the 
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UN human rights system, the ability of advocates to illuminate neglect of human rights has 
led governments to acknowledge and address a range of underlying determinants of health.95 
As seen in national debates to implement the Framework Convention on Tobacco Control 
(FCTC), human rights have become a catalyst for civil society advocacy,96 with tobacco 
control advocates employing human rights obligations to structure national policy reforms.97 
While both market-based and behaviour-change models will play a critical role in the 
adoption of clean fuels and technologies, there are pressing impacts of energy poverty on 
environmental health, and human rights claims can support civil society health advocacy for 
necessary HAP policy reforms.
In realizing human rights to mitigate the environmental health harms of HAP – under the 
right to health, the right to development and women’ s and children’s rights – advocates 
must consider four key attributes of public policies to alleviate energy poverty and promote 
clean household energy systems:
• Availability – the state must ensure a sufficient quantity of resources integral to 
environmental health, supporting markets for clean cookstoves and modern fuels 
to create demand for goods and services related to clean household energy 
systems;
• Accessibility – the state must remove development barriers to the realization of 
environmental health – whether imposed through economic, geographic, physical 
or information barriers – by supplying cash transfers to spur cookstove 
purchases, providing free or subsidised clean cookstoves and modern fuels 
directly to households, and educating individuals (especially women and the 
poor, rural or marginalized) to understand the health benefits of adopting clean 
household energy;
• Acceptability – the state must tailor environmental health interventions to ensure 
that they are satisfactory, according to cultural traditions and gender norms;
• Quality – the state must maintain a level of environmental health quality 
consistent with scientific standards, monitoring trends in: the adoption and 
sustained use of cleaner household energy systems (through household surveys 
and objective measures such as stove use monitors), associated HAP exposures 
(using personal exposure monitoring equipment), and HAP-related health 
outcomes (collecting biomarker data or relying on self-reported symptoms of 
HAP-related illness and injury), disaggregating data by gender and age.98
Assessing rights-based policy through these overlapping normative attributes, there is no 
single reform, fuel or technology that can implement these overlapping obligations to 
mitigate the environmental health risks of HAP, and, as a result, the state must seek a 
context-specific combination of these interventions in order to ‘progressively realize’ human 
rights for environmental health. In accordance with the ‘principle of progressive realization’, 
legislatively grounded in the ICESCR and applicable to all resource-dependent rights under 
CEDAW and the CRC, a state must take steps to uphold rights only ‘to the maximum of its 
available resources, with a view to achieving progressively the full realization of the rights’.
99 Thus, governments may justifiably differ in their actions based upon their respective 
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political will, public health needs and economic resources. Nevertheless, civil society 
advocacy must seek to ensure, in accordance with CESCR interpretations of the ICESCR, 
that state implementation efforts ‘move as expeditiously and effectively as possible’ towards 
the full realization of human rights for environmental health, employing rights-based 
advocacy to reform public policy to alleviate energy poverty.100
To progressively realize these health-related human rights, advocates have sought to shift 
from the development of human rights under international law to the implementation of 
these international standards through national policy – framing the legal environment, 
integrating core principles into programming and evaluating policy reforms.101 Yet despite a 
comprehensive set of environmental health obligations at the international level, the lack of 
implementation of these obligations through public policy reform still remains an obstacle to 
human rights realization that requires the participation of civil society.102 Civil society has a 
powerful role in facilitating accountability for implementation efforts: in collecting 
information on the scope of energy poverty; in disseminating information on the individual 
and collective implications of HAP; in bringing together diverse constituencies (for example, 
health and natural resource management policymakers and practitioners) to develop 
environmental health policy; and in advocating for policy reforms that support measurable 
improvements in environmental health outcomes.103 With civil society beginning to 
influence policy implementation efforts to mitigate HAP,104 we analyse how a human rights 
accountability regime has evolved across levels of governance to incorporate civil society 
advocacy in the context of international human rights treaty bodies, national judicial 
challenges, and local policy advocacy.
4.1 International human rights treaty bodies
Designed to provide international accountability for rights-based policy implementation, 
each human rights treaty body holds an international legal mandate to monitor state 
implementation of its respective human rights treaty, and through this monitoring process it 
reviews state reports on treaty implementation, engages in ‘constructive dialogue’ with 
government representatives and issues concluding observations for public discourse.105 
Overcoming deficiencies in government self-reporting, these monitoring bodies have 
expanded their oversight by allowing civil society actors to submit independent ‘alternative 
reports’ and ‘shadow reports’.106 Tobacco control advocates have repeatedly used these 
participatory opportunities to provide information challenging government self-reported 
progress in realizing rights.107 With environmental health data serving as indicators of 
human rights realization, treaty bodies have already considered the harms of environmental 
conditions in reviewing state reports, as seen where the Committee on the Rights of the 
Child has remarked in its concluding observations that:
The Committee is very concerned at the high number of children living in poverty, 
the shortage of adequate housing, clean water, adequate sanitation and sewage and 
the problem of air pollution, all of which have a serious negative impact on the 
living conditions of children in the State party, causing injuries, sickness and death.
108
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Where treaty bodies have not previously considered the interrelated human rights implicated 
by HAP, however, such human rights claims could be made in alternative reporting to treaty 
bodies under the CRC, CEDAW and ICESCR, working with WHO to develop indicators that 
would link HAP mitigation data with human rights obligations for environmental health.109
4.2 National judicial challenges
As a strategy for enforcing human rights obligations through individual cases, litigation has 
allowed civil society actors to raise human rights claims concerning environmental health 
matters before national courts. Empowering individuals to seek impartial adjudication from 
a government institution with remediation authority, litigation can provide justice beyond the 
individual claimant, with tribunals interpreting human rights, setting legal precedents and 
prescribing national policies for leading health threats.110 Such cases have increased 
dramatically over the past twenty years, especially in middle- and low-income countries, 
with judicial challenges advancing an expanding range of human rights to various 
underlying determinants of health.111 With a clear trend towards more (and more 
progressive) cases on environmental health harms,112 tobacco control advocates have 
embraced human rights litigation as a means of facilitating judicial accountability for 
tobacco companies.113 Given that the 1992 Rio Declaration encourages civil society to 
pursue ‘effective access to judicial and administrative proceedings’ for environmental 
protection,114 such litigation, similar to tobacco claims in challenging the harms of second-
hand smoke,115 can alleviate energy poverty by demanding that government ministries set 
specific HAP standards under national law, develop education programmes on household 
energy and provide cleaner technologies for cooking and heating.
4.3 Local policy advocacy
Apart from formal access to international human rights bodies and litigation strategies 
before national courts, civil society actors can also pursue informal mechanisms of policy 
advocacy at the local level116 – to shape public opinion on national policies, empower 
participation in the policymaking process and press governments to comply with rights-
based obligations for environmental health.117 As a means to investigate, expose and critique 
governments in the eyes of their public constituencies (whether domestic or global), human 
rights endow this advocacy with normative authority and rights-based standards to influence 
local politics.118 Advocates have created guides to educate local civil society actors in 
lobbying governments to realize health-related human rights, with such activism shedding 
light on environmental rights violations and compelling governments to address underlying 
determinants of health.119 Tobacco control organizations have adopted such rights-based 
advocacy strategies to reform local policies, dramatically increasing the ‘naming and 
shaming’ of recalcitrant governments and corporations as an accountability mechanism to 
spur health policy reforms.120 Such local human rights campaigns (abetted by international 
news organizations and social media platforms)121 can lead to policy reforms for HAP, with 
community health workers playing a key role in marketing cookstoves, educating 
individuals, implementing policies and monitoring impacts.122 However, in order to engage 
policymakers and reform policies, it will be necessary to devote adequate resources to 
understanding how such rights-based advocacy can alleviate energy poverty and mitigate 
HAP exposure.123
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Given the evolving development of human rights obligations for environmental health and 
the accountability mechanisms that exist at international, national and local levels to 
facilitate rights-based policy implementation, there is now a pressing need for civil society 
capacity building to engage with human rights in HAP policy reform. We find that the public 
health and human rights implications of energy poverty present an opportunity for civil 
society advocacy in the context of human rights treaty bodies, judicial challenges and policy 
advocacy. Where energy poverty falls at the intersection of environmental protection, 
economic development and public health, environmental health advocates can employ 
human rights to work with these multi-sectoral constituencies, pressing policymakers to 
realize human rights to mitigate the health risks of HAP.
5 CONCLUSION
Despite persistent efforts on the part of the energy sector and the natural resource 
management community over the past decades, transformations in the household energy 
sector have proven elusive for governments – with dire implications for climate change, 
economic development and environmental health. Burning Opportunity presents an 
unparalleled opportunity to address the environmental health benefits of alleviating energy 
poverty, with a rights-based approach to HAP mitigation offering a normative framework 
through which to develop indicators that can facilitate the progressive realization of human 
rights. Where there is growing empirical evidence of impact for the rights-based approach to 
health, human rights capacity building can facilitate civil society engagement in household 
energy policy and provide a basis by which to realize clean household energy for 
environmental health, sustainable development and the well-being of women and children.
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